offered on the effect on different tissues such as skin, blood vessels, muscle, brain, lung and liver. The importance of this manuscript is detailed in the beginning. Penetrating trauma is becoming more common and so is the use of military rifles as a weapon of both terror and crime.
The next two manuscripts deal with the preparation and response to war situations. In the first of these, Qasaimeh et al. describe a Jordanian hospital response to the Syrian conflict across the border [3] . The King Abdullah University Hospital served as a referral center for other more forward hospitals located near the Syrian-Jordanian border. The treatment of 90 consecutive non-combatant Syrians with war injuries is described. Extremities and head and neck areas were those most commonly involved. Half of the patients were injured by explosion and half were injured by shooting. Infection was common in patients with limb injuries and neurologic impairment was common after cranial injuries. This should be expected due to the mechanism of trauma and time interval between injury and treatment. The authors describe the economical consequences of their efforts, a burden which is usually put up with by the treating hospital itself. Several other pertinent issues in the treatment of injured patients from across the border conflicts are missing from this manuscript and should be dealt with in future reports from similar scenarios. The first one is the issue of informed consent whether in unaccompanied children in need of operation or unaccompanied multiply injured patients in need of amputation. The second one concerns follow-up and rehabilitation of these patients. In the second of the two articles, Khorram-Manesh et al. describe a feasibility study in which a large-scale exercise was developed and deployed in Sweden to test military civilian cooperation following a mass casualty scenario (soldiers injured in combat transported to a civilian hospital by air) [4] . Several shortcomings were identified including different reporting The aim of the section for Disaster and Military Surgery is to promote both scientific knowledge and education of general and acute care surgeons in the treatment of injuries seen following disaster and wars. Nevertheless, we are aware that this distinction from other types of trauma is problematic and that war-like injuries are becoming more common within our civilian societies, whether affected by military conflicts or not. Michael Stein and Asher Hirshberg prophesized almost 20 years ago that "Terrorism is the war of the future for the human race. It takes many forms, but in essence the common denominator is the calculated use of violence or the threat of violence to attain political, religious, or ideologic goals…This battlefield is no longer remote" [1] . While these authors emphasized the growing use of bombs outside of the battlefield, we have seen increased use of other "weapons" as well including mass shooting attacks and more recently the use of trucks stampeding into crowds. Most of these were aimed at innocent civilians. Today, no country is immune from these forms of attacks. The distinction between disaster surgeons, military surgeons and civilian acute care surgeons has become blurry. We should all learn from one another if we wish to make an impact on survival.
Seven manuscripts, six original articles and one review were chosen for this focus on Military and Disaster Surgery. In the first manuscript, Stefanopoulos et al. present a comprehensive review on wound ballistics [2] . Information is [5] . A Doppler US device was then used to examine whether popliteal blood flow was impeded or not. Only 70% of the participants were successful in impeding popliteal blood flow. No differences were found between successful and failed application for BMI, mean arterial pressure, and leg circumference. The authors conclude that soldiers should be taught their optimal turn degrees to achieve hemorrhage control. Extremity injury is common in the battlefield and hemorrhage from extremities is a preventable cause of death. This understanding has led armies to promote the use of tourniquets at an early stage before medical encounter, and tourniquets are issued to combat soldiers. The authors of this manuscript emphasize the need for training to avoid the inadequate placement of the device as was revealed in this study.
İçer et al. assessed the clinical findings in patients with cranial gunshot wounds [6] . Specifically, they compare the clinical findings between 30 patients with and 26 patients without penetrating injuries. Suicidal injury, dilated and anisocoric pupils, hemodynamic instability, penetrating bullet rather than pellets, and lateral trajectory were associated with dural penetration and mortality. These were independent of CT findings. The need to define clinical parameters that may guide treatment is most important in mass casualty incidents in which several simultaneous patients are in need of workup with CT and surgery. This manuscript offers us some clues. However, more study needs to be done in this area.
Stranch et al. present a hypothesis-driven study in which the results of treatment of 76 patients with penetrating cardiac injury by acute care surgeons was assessed [7] . The authors show that 61% of the patients with cardiac injury survived, which is comparable to what is known in the medical literature. Though the study was carried out in a Level One trauma center with an available cardiothoracic service, acute care surgeons operated all of the patients in need of operation. Furthermore, none of the patients required cardiopulmonary bypass. The authors dispute the 24-h availability of cardiothoracic surgery capabilities and cardiopulmonary bypass as a prerequisite for being considered a Level One trauma center. We agree that acute care surgeons should be trained in workup and surgical treatment of possible penetrating cardiac injury. Nevertheless, one should remember that the authors' conclusion that acute care surgeons are the most appropriate surgeons to care for these injuries is based upon one medical center's experience compared with historical reports in the literature, rather than on a head-to-head comparison between patients treated by cardiothoracic surgeons and acute care surgeons.
The last manuscript deals with the impact of the tympanic membrane perforation (TMP) upon severity of injury in a cohort of patients injured following an explosion [8] .
The main assumption is that since both TMP and injury severity are related to the amount of energy exposure, there should be some relationship between the presence of TMP to injury severity. Several other studies discussed within the manuscript, however, have contested this. The main finding of this retrospective study done in one medical center (Level Two) is that most of the patients presenting with TMP following an explosion are indeed mildly injured. Nevertheless, TMP is related to injury severity, need for operation, need for ICU, and need for secondary transport to a Level One trauma center. This study is one of few other published studies that stemmed from two conferences that were held in 2008 and 2009 in Israel and Madrid, Spain. In these conferences, physicians working in civilian institutions with experience in treatment of major incidents following terrorist bombings discussed specific patients with adverse outcomes in a format similar to morbidity and mortality sessions. The most important product of these conferences was a list of over 70 clinical questions that need to be clarified to advance the treatment following this type of mechanism of injury. Though most of the patients with TMP are mildly injured and may be discharged from the emergency department without hospitalization, it is clear that there is a place for more caution in patients with TMP even if these present without clear signs of other injuries on admission.
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